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Presenter
Presentation Notes
Last week Anna’s presentation regarding systems design, reliability and the importance there of is a great analogy of how systems can spend so much time and energy on the problem, however if not managed from a systems perspective then problems continue.




Objectives

1. The Learner will be able to describe Just Culture 
and its components

2. The Learner will be able to implement Just
Culture principles in the health care delivery 
setting



The Design of Everyday Things
by Don Norman

“People make errors, which lead to accidents. Accidents
lead to deaths. The standard solution is to blame the

people involved. If we find out who made the errors and
punish them, we solve the problem, right?

Wrong.
The problem is seldom

the fault of an individual; it is the
fault of the system. Change the

people without changing the
system and the problems will

continue.”

Presenter
Presentation Notes
Who is Donald Norman? is an expert of cognitive science and is widely considered to be the first to apply advanced human factors to design via cognitive design. He exalts the importance of design in our everyday lives, and the consequences of errors caused by bad design.
Reference last week’s presentation tie into reliable design
The way we address, our attitudes directed towards, our policies regarding how we manage (error, drift, near miss) and the problem “bead makers” directly impacts patient safety.
What do we do with the bead makers who because of system variances, fatigue, poor memory, unclear or contradicting policies, difficulty to find policies…. Make errors?  Punitive versus learning?



Results of absence of Just 
Culture:  Deaths Per Year

250,000 Total deaths per year from 
iatrogenic* causes

Cause 

106,000 Non-error, negative effects of drugs2

80,000 Infections in hospitals10

45,000 Other errors in hospitals10

12,000 Unnecessary surgery8

7,000 Medication errors in hospitals9

Presenter
Presentation Notes
Why are we discussing Just Culture=  How has the historical punitive culture working for us in the U.S.? Discuss mortality rate from error…
Why is Just Culture important?  
Historical impetus of Just Culture (DFCI-1995, IOM/To Err is Human-2000) 
	DFCI- Learning from other organizations is invaluable- 2 tragic errors+caused by major systems failure>>however the aftermath resulted in an extensive period of self assessment however culture of blame prevailed.  It lost deemed status with Medicare, was placed on conditional accreditation by TJC, licensing boards took action against staff, loss of trust by patients and families, staff were demoralized.
Individuals know, and are able to articulate, that they may speak safely on issues regarding their own actions or those in the environment around them. They feel safe and emotionally comfortable while busily occupied in a work environment, able and expected to perform at peak capacity, but able at any moment to admit weakness, concern, or inability, and able to seek assistance when concerned that the quality and safety of the care being delivered is threatened.

1) Patient Safety (Patient safety and the components that lead to patient safety and reduction of harm:  Reliable designs (Bead presentation), Communication/Teamwork, IOM Six sigma, Just Culture…. 
2) Staff Safety and creating a workplace that you want to be apart of
Patient Harm:  Reported deaths above reported in the Journal of American Medical Association-2006
Medical errors account for more deaths in America than breast cancer, AIDS or car accidents annually
We now are included in varying studies that rank mortality… 
Mortality risk from medical error is cited anywhere from 3rd  to 8th leading cause of death.  
Conundrum or crisis:  Health care facilities that are supposed to save lives, heal, be a safe haven…are now being considered as part of mortality rate…



Introduction to Just Culture

“When I first heard of Just Culture, I didn’t know 
what it was, but I knew immediately that we 
needed it.  Only later did I come to realize its 
simplicity, power, and effectiveness.  I now believe 
that for any high-consequence endeavor, Just 
Culture must be the foundation for the 
organizational safety effort to succeed.”

The Honorable Robert Sumwalt, III
Vice Chairman, National Transportation Safety 

Board

Presenter
Presentation Notes
The term Just Culture came from David Marx, an engineer and attorney who in 2001 introduced the term.  His views and papers quickly caught the attention of the AHRQ



Elevator Speech

 A fair and just culture establishes the 
mechanisms to appropriately apportion 
responsibility – mechanisms that have both 
face validity and become solidly valid through 
the actions taken by the leadership and the 
community at large. In essence, a fair and just 
culture is one in which individuals are held 
accountable for their actions, but not for 
system flaws.

Presenter
Presentation Notes
The term Just Culture is  not synonymous with a blame-free approach; rather, it is an  approach that balances the need to promote open reporting and the need to hold managers and practitioners accountable for their behavioral choices. It is also an approach that can bring both the regulator and the regulated to one view of professional accountability.



How to be like Mike

Just Culture Methodology

Presenter
Presentation Notes
What will it look like when we are a Just Culture?  Are we going to be able to recognize it when it is within us?



What is a Just Culture?

1. Just Culture supports and envelops learning 

2. A Just Culture is one that learns and 
improves by openly identifying and 
examining its own weaknesses

3. Just Culture focuses on proactive 
management of system design and 
management of behavioral choices



Culture of Learning

 Utilize peer review as a venue in 
which shared learning can occur 
and remove the traditional punitive 
focus

 Openly identifies and examines
weaknesses

 Staff are able and expected to 
perform at peak capacity, yet at any 
moment be able to admit weakness 
or concern.

Presenter
Presentation Notes
Examples of Culture of Learning: 
Texas A&M/CME (2003) A resident CME program whereby participating/leading a peer review regarding your error/bad outcome cases-awarded CME
Sharing what we have learned from adverse events with Partner organizations…because sharing information leads to actions that will help improve the health care environments as a whole. Organizations are willing to EXPOSE AREAS OF WEAKNESSES AS THEY ARE TO DISPLAY AREAS OF EXCELLENCE
3)  Multidisciplinary board rounding:  It is critical that caregivers are given the opportunity to voice concerns, speak safely on issues regarding   their own actions, planned actions or about actions of those in the environment around them.



Proactive management

 Safety Rounds and looking for 
potential risks and exposing 
weakness

 Highly reliable industries foster 
“mindfulness” in their workers. 

Presenter
Presentation Notes
Leadership engaged in Walk Rounds safety by using the frontline care provider insights to directly influence operational decisions (Frankel)
While engaging staff begin integrating language such as “reliability”, “teamwork”, “communication”, “human factors”-taking advantage of teachable moments.



Mindfulness

1. Constant concern about the possibility of failure even in the 
most successful endeavors 

2. Deference to expertise regardless of rank or status
3. Ability to adapt when the unexpected occurs (commitment 

to resilience)
4. Ability to both concentrate on a specific task while having a 

sense of the bigger picture (sensitivity to operations) 
5. Ability to alter and flatten hierarchy as best fits the situation 

(Weick and Sutcliffe 2001). 

These common characteristics together appear to generate 
reliability 

Presenter
Presentation Notes
Mindfulness is defined by Roberts, Weick, and Sutcliffe as being comprised of five components:

http://www.ncbi.nlm.nih.gov/pmc/articles/PMC1955339/�


Reinforcing Our Expectations 
of Staff

• Looking for the risks around us

• Reporting errors and hazards

• Helping to design safe systems 

• Making safe choices
– Following procedure

– Making choices that align with organizational 
values

– Never signing for something that was not done



Just Culture and Statewide 
Initiatives

• Statewide collaboratives bringing together:
– The hospitals

– The professional boards

– The department of health

– Other stakeholders

• All agree in principle on one model for system and

practitioner accountability

• Statewide training

• Regulatory and legislative support



Inherent System Reliability 
versus Culture 

 An attribute of the 
design of the system

 Defines the 
maximum available 
reliability

 A characterization of 
how the system is 
performing relative 
to its inherent     
reliability

 A measure of system 
degradation

Inherent System Reliability Culture

Presenter
Presentation Notes
Inherent:  Inborn; forming a natural or inseparable part or quality
“Culture” covers a lot a ground, including patterns of human knowledge, beliefs, behaviors, and social forms. 
Culture is the total of the inherited ideas, beliefs, values, and knowledge, which constitute the shared bases of social action 



System design…Safety Culture



System Design…Safety Culture



Comments?

The single greatest impediment to
error prevention in the medical industry is

“that we punish people for
making mistakes.”

Dr. Lucian Leape
Professor, Harvard School of Public Health

Testimony before Congress on
Health Care Quality Improvement
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